Aims: The aim of this study was to describe case management as experienced by patients with heart failure and their health professionals with the aim of understanding why case management might contribute in reducing hospital admissions.
opposed to a specific condition or for patients with COPD (Huntley et al., 2013; Purdy, 2012) . It is likely that case management is particularly beneficial to patients with heart failure by allowing more quality time for focussed and difficult discussions between health professionals and patients around the diagnosis of heart failure and its implications (Simmonds et al., 2015) . Case management also provides essential continuing education and support.
This systematic review and synthesis of qualitative studies of the experiences of case management for patients with heart failure and relevant health professionals were conducted and used to explore how case management might reduce unplanned hospital care.
| BACKGROUND
Approximately 1%-2% of the adult population in developed countries has heart failure (HF), with the prevalence rising to ≥10% among people ≥70 years of age (Mosterd & Hoes, 2007) . Since the early 1990s, effective treatment has improved outcomes for people with HF, with a reduction in hospitalization and smaller but a significant decrease in mortality (Jhund et al., 2009; Stewart, Ekman, Ekman, Od en, & Rosengren, 2010; Stewart, MacIntyre, Hole, Capewell, & McMurray, 2001 ).
Case management is usually coordinated by a heart failure nurse and is defined by the King's Fund in the UK as "A collaborative process of assessment, planning, facilitation, care coordination, evaluation and advocacy for options and services to meet an individual's and family's comprehensive health needs through communication and available resources to promote quality cost-effective outcomes" (Ross, Curry, & Goodwin, 2011) .
| THE REVIEW

| Aims
The aims of this qualitative synthesis were to understand the context where case management is delivered from the patient and health professional viewpoint and the contribution case management may have in reducing unplanned admissions. Specifically: (1) which patient-related experiences and activities during case management are likely to help to reduce admissions; and (2) which case management professional-related experiences and activities are likely to reduce admissions.
| Design
This was a systematic review that included a qualitative evidence synthesis (Higgins & Green, 2011; Thomas & Harden, 2008) .
| Search methods
A search strategy was developed (see Appendix 1); searches were conducted in Medline, Medline in Process, Psychinfo, the Kings Fund database and Cinahl from inception of each database to July 2014.
These searches were updated 16 February 2017.
| Search outcome
Our inclusion criteria were qualitative studies of patients with heart failure and case management written in any language. Reviewers hand searched the references of full text papers, and key authors were contacted. Studies that did not use standard qualitative methodology were excluded. Two reviewers screened references by title and
Why is this research needed?
Approximately 1-2% of the adult population in developed countries has heart failure, with the prevalence rising to ≥10% among people ≥70 years of age.
A recent systematic review found that hospital-initiated case management continuing into the community can reduce subsequent unplanned hospital admissions and hospital length of stay for heart failure patients, although cost-effectiveness data are lacking.
Case management is usually coordinated by a heart failure nurse and is defined as "A collaborative process of assessment, planning, facilitation, care coordination, evaluation, to meet an individual's and family's comprehensive health needs."
What are the key findings?
This synthesis showed that case management provides positive quality of care for patients, increases perceived access to services and creates more time for patients to ask questions of health professionals and develop trusted relationships.
For health professionals, case management enhanced care by improved relationships with both patients and colleagues although concerns remained around resources, training and inter-professional relationships.
How should the findings be used to influence policy/practice/research/education?
This synthesis of the experience of case management of heart failure patients and their health professionals emphasized the importance of quality in being cared for as a patient and caring as a health professional. This evidence should be used in nurse training on case management for heart failure.
Case management enhances communication between patients and health professionals, supports patient selfcare and self-management and is a contributing factor in reducing unplanned admissions for heart failure patients.
Increased availability of case management is recommended for patients with the caveat that increased attention to professional role boundaries should be included. abstract, and disagreements were resolved by discussion with another member of the team.
Six papers describing five studies of case management of heart failure were included (Figure 1 ). These studies described case management including a nurse-led heart failure clinic in the community, case management in general practice run by nurses, case management in long-term residential care for older people and case management at home (Close et al., 2013; Lloyd-Williams et al., 2005; N€ asstr€ om, Idvall, & Str€ omberg, 2015; Olbort et al., 2009; PetersKlimm et al., 2009; Young, Purden, Sauv e, Dufour, & Common, 2007 ; Table 1 ; Appendix 3).
| Quality appraisal
The papers were assessed using the Critical Appraisal Skills Programme checklist (CASP, 2014) . This process was conducted independently by two reviewers with any differences discussed.
Overall quality was satisfactory for all included studies (Appendix 2; CASP, 2014), where relevant study limitations are discussed with the appropriate section of the results. There were some issues of population sampling (Close et al., 2013; Young et al., 2007) and appropriate involvement of study personnel Peters-Klimm et al., 2009 ). Only one study described the relationship between researcher and the participants (Close et al., 2013 ).
| Data abstraction
The demographics of the included studies were first extracted into narrative 
| Synthesis
Data were extracted and analysed following Thomas and Harden's description of thematic synthesis (Thomas & Harden, 2008) . "Thematic synthesis has three stages: the coding of text line-by-line; the development of 'descriptive themes;' and the generation of "analytical themes."
In the first stage of synthesis (coding), the lead reviewer (AK) collated the findings focusing mainly on the original authors themes as the primary data (and quotes) tended to be illustrative and not substantial. The review team (AK, RJ, HC, AH) then met face-to-face to review and agree a coding framework and discuss how any primary data (quotes) that were available mapped to these newly synthesized themes (to facilitate the writing up process). In the second stage, the review team met to further discuss, translate and consolidate the initial themes to produce descriptive themes. As discussed by Thomas and Harden, these descriptive themes are still closely related to the findings of the original studies. The final stage was to discuss and determine the analytic themes that adequately represented a synthesis of the core findings; this was achieved through face-to-face meetings and by email correspondence. These analytic themes are representative of the review team's inferences of the themes developed by primary studies with regard to case management for patients with heart failure. Nine descriptive themes were developed by the authors from the primary papers. Three themes were derived from the experiences of patients; three themes were derived from the experiences of both patients and health professionals; and three themes relate to the experiences of health professionals (Table 2 ). Three analytic themes were identified: increased connection to care for patients; enhanced experience of care for patients; and enhanced care provision for health professionals. These analytic themes were used as a framework for our discussion.
| Patient themes
Checking on/being cared for (Close et al., 2013; Lloyd-Williams et al., 2005; N€ asstr€ om et al., 2015; Young et al., 2007) .
The studies highlight the importance of case management, especially the work of heart failure nurses doing a physical assessment, monitoring and inquiring about patients' self-care outside the formal care setting. The study by Young where patients were cared for in their own home by nurses describes that patients valued the Key: CM case management, HF heart failure, HP health professional.
"checking on" aspect of case management and felt it helped them remain at home and manage their illness (Young et al., 2007) . In this study, the five patients were recruited from various inpatient and outpatient facilities with heart failure of differing severity and are likely to have varied care needs which are not explicit in the patients' quotes. Patients described how they felt cared for when heart failure nurses checked up on them as part of case management. They felt a sense of "being connected" to their care.
This theme was also apparent in the Nasstrom and the Close study where patients lived in sheltered/residential care respectively (Close et al., 2013; N€ asstr€ om et al., 2015) . This patient response does not seem to be location specific as this theme was also identified in the Lloyd Williams study where people attended a primary healthcare practice. One participant commented:
I think you felt that you were being looked after, you know, you didn't feel as though you were being Whilst this theme was only present in two of the papers, these studies were carried out in two contrasting settings; the patient's own home with one nurse and in a residential home setting which provides nurse support in a multidisciplinary team.
What is important to patients? (Close et al., 2013; N€ asstr€ om et al., 2015) . Being able to stay at home and receive care was of significant value to patients receiving case management in two of the studies based in sheltered/residential care. This included patients wanting to avoid hospital admission. In the study by Close where participants were already living in care homes, the author commented that "Participants seemed to equate hospitals with danger zones, where the potential for illness was everywhere. . .. Moreover; patients felt that health and happiness were more easily achievable in the familiar setting of one's home" (Close et al., 2013) .
Importantly, participants in the Close study were recruited from 33 homes which are likely to have varied in terms of facilities and population. Some participants stressed that they were happier at home and this would positively contribute towards their health and their ability to get on with their daily lives and routines whether that was getting to the hairdressers or just doing things for themselves:
I mean I go to the hairdressers once a fortnight now. . .I got that I wasn't able to go at all. . .and even the hairdresser says "you've improved a lot." (Resident 11, Close et al., 2013) 
| Patient and health professional themes
Information and education (Close et al., 2013; Lloyd-Williams et al., 2005; N€ asstr€ om et al., 2015; Peters-Klimm et al., 2009; Young et al., 2007) .
In the absence of case management, it was thought that the main issues arising were patients not understanding their heart failure diagnosis; why nurses were doing particular health checks; why they should take medication; and finding it hard to adhere to advice Lloyd-Williams states that when health professionals explained to patients why a medication had been prescribed and how it controlled heart failure, it was also thought to increase patient compliance.
This fits very well with the broader interventional evidence for educational/informational approaches having a positive relationship with a reduction in unplanned admissions (Purdy, 2012) :
You feel that it really appeals to the patients. They can now talk quite a bit more than usual when they visit the practice. Self-management is a term used to include all the actions taken by people to recognize, treat and manage their own health. They may do this independently or in partnership with the healthcare system (NHS England (a)). However, self-care is the actions that individuals take for themselves, on behalf of and with others to develop, protect, maintain and improve their health, well-being or wellness (Self-care forum).
Patients in the included studies described the reassurance that case management and nurse-led heart failure care gave and this supports both self-care and self-management. It is not always possible to distinguish between these activities in the included studies.
This is also related to raising patient awareness of heart failure, the need to have knowledge about their heart failure management reinforced and having someone who was interested in their condition. Patients emphasized the nurse's role in patient self-care/selfmanagement:
T A B L E 2 Descriptive themes (derived by review authors)
Descriptive theme
Primary papers contributing
Patient
Checking on/being care for 1, 2, 3 and 4
Changes in behaviour 2 and 3
What is important to patients? 2 and 4
Patient and health professional Information and education 1, 2, 3, 4 and 5
Self-management and self-care 1, 2, 3, 5 and 6
Enhanced access to care 1, 2, 4, 5 and 6
Health professional Case management was perceived by patients to enhance access to care overall. Heart failure was seen as a complex condition and the availability of information needed to be an ongoing process to achieve a good understanding for most patients (N€ asstr€ om et al., 2015) . Patients emphasized the impact of case management on quality of care was the timeliness of being able to access the heart failure specialist nurse, the reliability of this service and being able to develop a trustful relationship. It was also the context where this relationship developed and patients' perception that this was their Young et al., 2007) This provided an opportunity to manage the situation from a more holistic perspective, rather than the fragmented approach that was experienced with other forms of healthcare contact. (N€ asstr€ om et al., 2015) .
Home visits which often accompanied case management were perceived by patients to be less time pressured and thus enabled patients to ask questions that were important to them:
You can talk with them. It is easier than if you have to call the doctor and talk, then you always have to hurry, it is not really the same but they are never in a hurry in that way. . .they are never stressed really but they can Young argues that with case management, the heart failure nurses act as an advocate for patients living in their own homes enabling them to stay well. He emphasizes the importance of other patient resources as part of this including: financial resources; strong community relationships and relationships with other community healthcare services; and patients' families and carers. What was also important to patients was that case management could be patientinitiated (Young et al., 2007) .
In addition, case management was also seen to enable health professionals to develop a more patient-focused approach to heart failure care ).
Health professional themes (Close et al., 2013; Olbort et al., 2009; Peters-Klimm et al., 2009 ).
The health professional themes come predominantly from one study of case management in primary care facilitated by nurses (described as doctors' assistants in paper) and GPs Peters-Klimm et al., 2009) . It is also important to point out that four of the five focus groups in these two studies were co-run by the principal investigator (a general practitioner) and the remaining one was run by a research nurse, both of which could influence the findings and direction of the discussion.
The study by Close also provides an important angle on the role of case management in the care home setting as it is the only study that participants are not living independently in a domestic setting (Close et al., 2013) .
Feasibility of case management (Close et al., 2013; Olbort et al., 2009; Peters-Klimm et al., 2009 ).
Doctors in the primary care setting study were positive about case management overall and viewed the implementation of case management for heart failure from the perspective of how it affected their "normal" commitments and workload (Peters-Klimm
However, the views of the nurses were more mixed and for some case management obviously put a lot of pressure on them: In the end, maybe also due to my type of patients, patients and I had no benefit [of the telephone monitoring]. All-in-all, it stayed the way it was.
(Doctor R,
Peters-Klimm et al., 2009)
In the Close study based in a care home, no one taking overall responsibility of resident's health care was a strong theme, and this was reflected in the heart failure nurses' experiences who were providing case management to this population: The majority of nurses reported developing greater understanding of patients' backgrounds and psychological well-being, in terms of patients' social environments .
They talked about their enhanced relationship with the patients.
These had become closer, more intensive and involved more contact, resulting in more personal relationships.
| DISCUSSION
The aim of this systematic review and qualitative evidence synthesis was to examine the patient and health professional viewpoints of case management and use this to explore the mechanisms as to how case management might reduce unplanned hospital care. A recent systematic review has concluded that hospital-initiated case management continuing in the community for patients with heart failure can reduce subsequent unplanned admissions and hospital length of stay (Huntley et al. 2016) .
In the present review, the descriptive themes tell us that it is important to patients with heart failure that they remain at home and get on with their normal lives and activities and case management facilitates this. Admission to hospital is perceived negatively.
Three analytic themes were identified: increased connection to care for patients; enhanced experience of care for patients; and All these factors derived from the qualitative evidence synthesis suggest that case management provides heart failure patients with a higher quality of care experience compared with usual primary health care and that this is very important to patients. This conclusion dovetails with the results of a recent realist review which aimed to identify the main mechanisms of heart failure disease management programmes in all settings. The main mechanisms identified in this review were associated with increased patient understanding of heart failure and its links to self-care, greater involvement of other people in this self-care, increased psychosocial well-being and support from health professionals to use technology (Clark et al., 2016) .
Quality of care can be defined in different ways. NHS England has a useful definition, describing three dimensions of quality of care which all need to be present: Care that is clinically effective, not just in the eyes of clinicians but in the eyes of patients themselves, care
that is safe and care that provides as positive an experience for patients as possible (NHS England (b) ). This definition supports our patient-centred interpretation of quality of care.
Extending the argument that if patients with heart failure receive higher quality of care because of case management and that it may contribute its success in reducing hospital admissions we look to the published literature.
Previous research showed that most case management interventions involve monitoring signs and symptoms (disease management) and education or information. These approaches are thought to be key to reducing admissions (Boren, Wakefield, Gunlock, & Wakefield, 2009; Ditewig, Blok, Havers, & van Veenendaal, 2010; Jovicic, Holroyd-Leduc, & Straus, 2006) . However, few case managements for heart failure trials focused on the mechanisms for the better monitoring of signs and symptoms, although a minority describe components such as patient-directed access, referral to other services, assessment of home environment and emotional support (Huntley, Johnson, King, Morris, & Purdy, 2016).
Another recent systematic review reported that being able to see the same healthcare professional (continuity of care) reduced unscheduled secondary care. Better access was also associated with reduced unscheduled care. However, evidence relating to quality of care as measured by indicators was limited and mixed (Huntley et al., 2014) .
A UK ethnographic study across primary, community and secondary care of patients with heart failure concluded that fragmented health care and discontinuity of care added complexity and increased the likelihood of suboptimal management and unplanned admissions (Simmonds et al., 2015) .
Our qualitative synthesis shows that case management is likely to support greater continuity of care as well as less fragmented and more holistic care, with patients experiencing or having the perception of better access to care. We propose that case management can contribute to reducing admissions via improving continuity and increased access to health professionals.
The third overarching theme showed that case management ing. In addition, two of the five studies described inter-professional working; both the German study Peters-Klimm et al., 2009 ) and the UK study in care homes (Close et al., 2013) discuss conflict between nursing staff and consultant/doctors in delivering case management. These raise issues as to who is ultimately in charge and workload.
The strengths of this systematic review are that it is to our knowledge the first systematic review and qualitative evidence synthesis on case management of heart failure in primary care, including both patient and health professional experience of case management. It uses rigorous systematic review and qualitative evidence synthesis methodology. The limitations of this review are that whilst all the included studies described community-based case management, there was a variety of case management provision and settings; patients had a range of severity of disease and that the views of health professionals were dominated by one study Peters-Klimm et al., 2009 ). However, the overall quality of the papers was good and contributed significantly to the discussion on case management and heart failure in primary care.
| CONCLUSION
Our qualitative synthesis of patient and health professional experiences of case management mostly shows a positive picture. Patients highlight the increased quality of care they received through case management and health professionals describe improvement in both their professional and patient relationships through case management although training and resources and inter-professional conflict were a concern. We propose that this improvement in the quality of being cared for and in caring with case management is likely to contribute to reducing unplanned admissions.
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